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This survey was a profession-wide activity that aimed to collect information of different natures and
in different formats from community occupational therapy (COT) practices in local settings. The
objectives were: 1) to identify and define the scope of service in the practice of COT; 2) to identify
common clinical procedures within each scope of service; 3) to document the quantitative standards
of identifiable care episodes; and 4) to identify causes of the differences in performance standards,
if any. The survery used a sequential case series design, which requires each participating therapist
to complete questionnaires for five to 10 consecutive cases within a 3-month period. A total of 48
therapists from 17 centres registered as participants, and 95 survey forms were completed. Seven core
service areas were defined as: screening, home modifications, prescription of aids, skills training, making
of referrals, community care information, and arrangement of consultations. The processes and
procedures were documented and evaluated against the 95 cases. From the findings, there was no
correlation between the number of visits paid and the Barthel Index (BI) score of each patient.
Nonetheless, the number of visits did correlate with the total number of problems identified (p =
0.001). The average number of visits per subject was only 1.3. We found that variations in treatment
content and time spent were small among therapists. A total average of 3.5 hours were spent for a
consultation, with approximately 50% of the time spent at clients’ homes. Detailed time standards for
each service area are listed for reference.
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Introduction
When occupational therapists talk about the “independence of
a person”, it includes independence in activities of daily living
(ADL), as well as the ability of the patient to achieve harmony
between function, community reintegration, a meaningful role
in the family and workplace, a satisfying quality of life, and the
ability to make decisions.
Community occupational therapy (COT) contributes to
client rehabilitation by maximizing function in the home,
workplace, and leisure environments (Liddle et al, 1996).
Although home-based rehabilitation programmes for people
with a physical disability are practiced in various ways and for
various reasons, there are two fundamental objectives. The
first is to improve the functional abilities of clients, especially
for the sub-acute and recovery phases of medical rehabilitation.
This serves to reduce hospital stay and to improve economic
efficiency. The other objective is to improve, or maintain, the
functioning and quality of life of the clients, especially for
those persons with chronic disabilities, who are potentially
homebound or limited in the community environment (Mann,
Ottenbacher, Fraas, Tomita, & Granger, 1999).
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Reviewed literature indicates that community-based reha-
bilitation varies in content, time, documentation, decision, and
in criteria for discharge. Current standards for life expectancy
and quality differ greatly from those of the 1980s (Fry & King,
1986; Horrocks, 1987; Fry, 1990; Hebert, Thibeault, Landry,
Boisvenu, & Laporte, 2000). Furthermore, there is no local
publication concerning standards of practice of community-
based therapy. There is a call from all those concerned to
ensure uniformity and standardization of procedures for dem-
onstrating measurable outcomes, and in assessing service
quality (Hospital Authority, 1998–99). Toward this aim, a
working group was set up under the Hospital Authority and is
supported by the Hong Kong Occupational Therapy Association
(HKOTA) .
Objectives of the Study
In order to meet the challenge, a regional survey of community
occupational therapists was undertaken. The objectives were
to identify: 1) the scope of community services provided; 2)
the common procedures utilized; 3) the number of care epi-
sodes from each setting surveyed; and 4) the reasons for the
differences in performance standards, if any.
Methods
The survey used the sequential case series design, which
required each participating therapist to complete a survey of
five to 10 consecutive cases within a 3-month period. An
expert panel that was set up in May of 1998 consisted of six
occupational therapists with at least 8 years of clinical
experience and who were working in the community in teams
or at centres. They developed and defined the major scope
of service and clinical procedures for therapists. The core
service areas were described in detail and refined. The
processes and procedures with definitive objectives were
documented according to published literature (Fry, 1990;
Horrocks, 1987) and also based on local experience. Seven
other members of our working group and four outsiders
experienced in occupational therapy (OT) from the Hospi-
tal Authority, the Hong Kong Polytechnic University and
voluntary agencies performed a second review. Their com-
ments were then consolidated to produce the final guide-
lines for the survey forms. A pilot survey was performed by
three working group members to determine the time needed
to fill out the forms and to solve any potential problems in
form completion.
The form was divided into three sections, which included
information about the therapist, the patient and the work
process. The Barthel Index 20 (BI) was used to document the
client’s functional status, with a score between five to 16
corresponding to a moderate level of functioning (Eason,
Bowie, & Okpala, 1995; Wyller, Sveen, & Bautz-Holter,
1995). There were separate forms for each scope of service,
making up a total of seven forms. The documentation of data
was based on one care episode per client.
In order to make the survey feasible, we asked the therapists
to include data entry as part of their routine. A data summary
entry form was provided and recommended for daily recording
of data. The survey form was carried along during each COT
visit, serving as a checklist for procedures taken and also to
serve as a record in the case file.
Sampling Method
Participating therapists worked in different types of reha-
bilitation settings, ranging from the Hospital Authority to
voluntary agencies and welfare organizations. Included were
community psychogeriatric assessment teams, geriatric day
hospitals, rehabilitation hospitals, outpatient clinics, acute
hospitals, community medical rehabilitation teams, and the
Community Rehabilitation Network. A total of 48 therapists
from 17 centres registered as participants and attended half-
day training workshops. Their clinical experience ranged
from 1 to 10 years, and they performed one to 30 COT visits
per month.
Results
Definitions of Scope of Service
Ninety-five survey forms were completed within a 3-month
period from the 17 centres. The COT procedures under each
service area were evaluated against the 95 cases where excess
(with no indications against the procedures by therapists during
the care process) or irrelevant procedures (as commented on by
over 50% of the therapists) were deleted. Missing but
essential procedures were added upon suggestion by over
50% of the therapists. Seven service areas of COT were
redefined and elaborated under the headings of: 1) screening
for service needs; 2) home modifications; 3) prescription of
assistive devices; 4) on-site skill training; 5) referral to
other services; 6) medical service/consultation arrangement;
and 7) information provision/consultation to public service
(Appendix A).
Client Characteristics
The functional status of the 95 clients according to BI scores
ranged from 8 to 93 (mean, 55.75; standard deviation, 26.3).
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Forty percent of the clients suffered from strokes; 10% from
dementia; 17% from lower limb problems; 6% from
Parkinsonism; 4% from rheumatoid arthritis; and chronic
obstructive pulmonary disease (COPD), depression, cardiac,
cancer, or pain syndromes constituted 18% of patients. In the
remaining 5%, no principal diagnosis was indicated. With
regard to housing, 14% of patients lived alone; 45% in public
housing estates; 38% in private housing; 11% in institutions;
2% had a bed-space or a partitioned room in a flat; and this
information was not available for 2%.
Client Problems
The problems of the patients were complex in terms of type and
severity: 72% had functional problems (40% mild, 8% severe).
They showed deficits in performing self-care and in instrumental
ADL (IADL) tasks. Over one-third (35.8%) of the patients
reported problems of architectural barriers in their living
environment, although only half of them required major
reconstruction work after assessment. Other problems were
found in the areas of domestic behavior, home safety, health
condition, handling skills of caretakers, psychological support
of caretakers, use of transportation, placement, acquiring a
driving licence, work placement, psychosocial adjustment,
self-acceptance, self-confidence, and finances.
Twenty-three percent of the sample had only one problem,
and approximately the same number had two or three,
respectively. Thirteen percent of them had four problems and
3% had five problems that required immediate support and
care.
Therapy Process
Each patient received between one and five domiciliary visits,
with a mean of only 1.3 visits. Time standards were calculated
for each care episode. A total of 3.5 hours were spent for each
care episode, including 50% of the time (107 min) spent in the
patient’s home, while the remaining time (115 min) was spent
for follow-up and liaison work carried out in the therapists’
offices. For individual work processes, the average time stand-
ards varied. “Home modification” required 55 min (excluding
exceptional delays by contractors); “prescription of assistive
devices” required 67 min; “on-site skills training” required
128 min and “referral to other services” required 73 min.
From the survey forms, we found that variations among the
therapists were small, including therapy time and services
provided. The short time required to complete a care episode
reflected their efficiency and competence in immediate
problem-solving and thus cost-effectiveness in patient
resettlement. Patient satisfaction was high according to imme-
diate feedback.
Discussion
In our study, there was no relationship between the number of
visits paid and BI scores of the patients. However, the number
of visits did correlate with the  number of problems identified
(p = 0.001). The average number of visits was only 1.3.
Although there are no local or international standards for
comparison, this certainly reflects the limited services provided
in our local community.
Therapists are usually task-oriented. In addition, elderly
Chinese clients are quite conservative and not very expressive
of their real problems, especially in front of a young therapist
with whom they are unfamiliar. The nature of the settings
governed the number of visits provided.
Elderly clients with dementia pose great problems for their
caretakers. Caretaker education on handling techniques is a
common scope of service for domiciliary occupational
therapists. Therapists may also refer caretakers to clinical
psychologists or day hospitals for stress management. Another
frequent service is “information provision”, which teaches the
caretaker how to better utilize community resources to im-
prove clients’ lives.
For therapists working in acute hospitals, rehabilitation
centres or geriatric day hospitals, the focus was on client
functional ability on discharge. Home modification services
(e.g., handrail installation) and prescription of assistive de-
vices (e.g., commode chair) are the most common methods to
minimize environmental barriers that hinder independence at
home (Fry and King, 1986; Hebert et al, 2000). Furthermore,
they aim to optimize client functional ability and to decrease
handling difficulty by caretakers. Skills training for clients and
caretakers are continued by therapists because their recovery
is ongoing in this post-discharge phase. Concerning work
problems for young clients, referral to forward training or the
Hong Kong Government was very common because they
provide retraining and placement services — sources that may
otherwise be unknown to our clients. Our referrals can enhance
client participation and confidence.
For those working in community rehabilitation teams, the
elderly form the majority of the client population and they
usually have poor health. Home safety is a key concern.
Prescription of an assistive device (e.g., seating or positioning
devices) is a common and effective treatment. Maintenance
skill training is emphasized to reduce the rate of functional
decline. Referrals to community nursing service, home-helper
services, or family service centres are needed to work out a
comprehensive treatment plan to cater to both client functional
needs as well as psychosocial needs. Thus, therapists can help
clients to live in their homes as long as possible.
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Conclusion
Community-based therapy is a current trend in medical services
in Hong Kong, in which COT started in 1984. However, the
service is not standardized among professionals. Different
settings and service teams have different objectives and man-
power to carry out their services. Throughout this survey, we
found that the variations among therapists in treatment content
and time spent with clients were small. The scope of service,
common clinical procedures, and quantitative standards were
documented. These help to streamline COT practices and to
foster collaboration among therapists from different areas.
Based on these survey results, we look forward to improved
quality of service and better client outcomes.
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APPENDIX A
Operational definitions of core service areas
Home modifications
All therapist interventions on modifying the physical environment of the client at home, both structural and non-structural.
Prescription of assistive devices
Assistive devices that clients needed to improve or maintain daily function performance, or to ease caregiver burden. This includes those
devices that are prescribed as a result of pre-discharge assessment, home modifications, on-site skills training, or after screening only.
On-site skills training
All skills training programmes with specific aims or target behaviours for the client or caregiver, extending for at least one session at
client’s home or in his/her environment.
Referral to community services/agents
Includes therapist intention and interventions on identifying clients/caregiver needs on further community services/support, screening,
making contacts with agencies, coaching clients during the process, and sustaining interest if required; usually occurred when the client
was ready to be discharged from active community occupational therapy interventions.
Medical consultation and follow-up arrangement
Therapist intervention in assisting the client or caregiver to arrange medical follow-up when necessary; usually in poorly supported elderly
clients.
Information provision on community care
Therapist response to a general request from a specific client to provide information on resources/arrangement of services for community
care, for which formal referrals to access these services are not required; screening for the target client by therapist was needed.
Public consultations
Therapist response to a public or agency request to provide professional input on community care services, facilities or projects; no
specific client was identified.
Screening
Includes therapist intervention to assess and investigate all essential information of the client or family members/caregiver for further
planning and decision-making.
APPENDIX B
Time standards based on the 1999 survey of 95 cases from 17 centres of occupational therapy*
Completion of procedures by Mean time used in Mean time used in
therapist per case  department (min) community/home (min)
Screening 37 32
Home modification (excluding time of building works) 29 26
Prescription of assistive devices ( excluding fabrication time) 32 35
On-site skills training 54 74
Referral to others 23 50
Medical consultation/follow-up arrangement 64 29
Information provision 21 25
*Average time used for one community occupational therapy patient was 211 min (115 min in department; 107 min in community/
home setting).
